Usually, embolism is described from cardiac or large artery disease. Atrial fi brillation is the most common cause of cardiogenic emboli in stroke. Myxoma is responsible in only a few cases. We describe here a case of a patient who presented with recurrent pure left brachial monoparesis as a manifestation of a cardiac myxoma.
Unusual case of a myxoma atrial left presenting with recurrent monoparesis IMAGE IN

INTRODUCTION
Pure monoparesis is a rare condition characterised by weakness limited to one limb without any other neurological deficits. Isolated monoparesis is a rare symptom in patients with ischaemic stroke. (1) The aetiologies of stroke causing pure brachial monoparesis are varied and include carotid artery disease, cardiac embolism, and lobar cerebral haemorrhage. (2) Usually, embolism is described from cardiac or large artery disease. Atrial fibrillation (AF) is the most common cause of cardiogenic emboli in stroke. Myxoma is responsible only in a few cases. We describe a case of a patient who presented with recurrent pure left brachial monoparesis as a manifestation of cardiac myxoma.
CASE PRESENTATION
A 52-year-old man with a history of arterial hypertension presented with 2 episodes of left brachial monoparesis that had begun 2 days before, and the last episode 6 hours before admission. On admission, he had systolic blood pressure (BP) of 155mmHg and diastolic BP of 95mmHg, and a heart rate of 90/min. On exam, he had left brachial monoparesis with distal predominance. Muscle tone was found to be decreased and he presented with osteotendinous hyporeflexia in the left upper limb. Sensation, power, trophism and cranial nerves were without alteration. Laboratory results showed leukocytosis and increased erythrocyte sedimentation. A brain computed tomography (CT) scan without intravenous contrast revealed an infarct in the territory of the cortical branch of the middle cerebral artery on the right side. The patient showed clinical improvement, with a complete recovery at the end of the fifth day. Transthoracic echocardiography revealed a mobile solid mass in the left atrium measuring 5.9cm × 4.1cm, prolapsing through the mitral valve in diastole ( Figure 1A) . Thoracic CT showed a large filling defect in the left atrium ( Figure 1B 
